INTRODUCTION AND OBJECTIVES: Primary access of the ureteral access sheath (UAS) is not always possible and often excessive force is exerted, thereby increasing the risk of ureteral injury. A randomized controlled trial was performed to investigate the efficacy of preoperative a-blockade on reducing UAS insertion forces (UASIF) and to appreciate the upper limit of UASIF to avoid ureteral injury.
INTRODUCTION AND OBJECTIVES: Excessive ureteral access sheath insertion force (UASIF) during retrograde intrarenal surgery (RIRS) poses risk of ureteral mucosal injury. However, the optimal UASIF has not yet been defined. Our aim was to develop a homemade UASIF measurement gauge and to validate its feasibility before application to clinical practice.
METHODS: Our homemade UASIF measurement gauge consisted of four parts: (A) a V-block jig to secure the UAS, (B) a linear jig to offset torque at sheath exertion, (C) a commercial digital force gauge (IMADA ZTA-50N, IMADA instruments, Korea) capable of 1 g readability ranging from 1.0 to 5,000 g at a millisecond frequency, and (D) an aluminum linear shaft to install and secure all jigs (Fig.1) . A 12/14Fr diameter UAS (Navigator TM HD, Boston Scientific, USA) and biologic material were used to measure the UASIF at various experimental settings.
RESULTS: To evaluate measurement deviations that may arise from coaxial forces induced by buckling and kinking of the UAS, serial weights (1 g -170 g) were applied and measured at two locations on the V-block jig: at the UAS fixation groove and at parallel to the linear shaft ( Fig.2) . Linear measurements at both locations showed excellent concordance (r¼0.989, p<0.001). To analyze the reproducibility of UASIF measurement, a vice grip was applied to a biologic material at four different friction settings. UASIF was measured at each friction setting by four operators (Fig.3 ). UASIF increased linearly to friction increment, and showed excellent reproducibility for maximal UASIF values with a mean standard deviation of 4.24 g ( Fig.3) . At a fixed friction, higher insertion velocity resulted with greater maximal UASIF ( Fig.4) .
CONCLUSIONS: Our homemade UASIF measurement gauge would be applicable to clinical practice. It can be utilized to help better elucidate which parameters, or combinations of parameters, will predict successful UAS deployment. 197, No. 4S, Supplement, Sunday, May 14, 2017 experience made endouretrotomy the treatment of choice for surgical repair for most benign ureteral strictures. There is debate about the optimal size of uretral stent size after endouretrotomy. However, many studies recommend larger caliber stents (12-14 Fr). We evaluate our initial experience of insertion of single uretral stent versus two stent after management of bilharzial uretral stricture by laser endouretrotomy. METHODS: Within 2.5 years, 54 patients under went retrograde laser endouretrotomy for bilharzial stricture ureter (diagnosed by positive history of bilhaziasis, positive serology test, bilhazial cystocopic finding, no history of stone, or urologic or pelvic surgery). Patients were randomized into two group, group I (27 patients) have two DJ (7 Fr each) while group II (27 patients) those have single DJ 7 Fr (after endouretrotomy). DJ was removed after 8 weeks. Follow-up was done regularly for 1 year by clinical interpretation and imaging studies. Patients' characters, operative data, operative results (subjectively and objectively) were compared in both groups.
Source of
RESULTS: Fifty one complete follow-up >12 month, mean age 46.3 (16-70) Vs 45.2 (18-62) years, mean stricture length 1.48 (0.5-3) Vs 1.27 (0.5-2.5) cm, mean follow-up 20.6 (12-30)Vs 19.4 (12-30) month for group 1 and 2 respectively, (with no significant difference between both group). Success proved by relief of symptoms and radiographic resolution of obstruction. The success rate was significantly better in group (I) Vs group (II) (84% Vs 57.7%) p <0.039.
CONCLUSIONS: Insertion of two DJ, post laser endoureterotomy for bilharzial stricture ureter associated with long term success rate then insertion of single DJ. INTRODUCTION AND OBJECTIVES: While technical advances have improved durability and functionality of reusable flexible ureteroscopes, device use and maintenance can involve high costs and administrative burden. The fragility of these instruments necessitates eventual repair and can render the scope inaccessible during refurbishment. We conducted a multi-institutional prospective cohort study to identify perioperative factors influencing flexible ureteroscope durability.
METHODS: This study was a collaboration of the Western Endourology STone (WEST) research consortium consisting of six United States tertiary care centers. Consecutive patients undergoing flexible ureteroscopy were enrolled, and scope performance parameters as well as patient characteristics and intraoperative data were collected between August 2014 and June 2015. Surgeon self-reported concern and satisfaction with each scope were queried following each procedure. Upward and downward angles of deflection of each scope tip were measured before and after procedures. The need for scope repair was determined by the operating surgeon at the time of the procedure and recorded.
RESULTS: 386 ureteroscopic procedures using 63 flexible ureteroscopes were identified. 300 cases (77.7%) were performed for stone disease treatment. Scope repair was required in 25 cases (6.5%) and 23 scopes (36.5%). Upon univariate analysis, female gender, shorter patient height, absence of guidewire use, presence of a ureteral access sheath, longer laser time, lithotrite type, surgeon training level, self-reported concern, and degree of scope upward flexion both preand postop were associated with need for scope repair. Upon multivariate analysis, access sheath use (OR¼3.09, p¼0.0127) and decreased degree of upward flexion at the end of the case (OR¼0.972, p¼0.0171) were associated with need for scope repair (Table 1) .
Access sheath use, patient height, and surgeon concern were associated with loss of scope upward flexion.
CONCLUSIONS: The use of a ureteral access sheath is associated with the loss of upward ureteroscope flexion, which may lead to the need for scope repair. These factors should be considered when evaluating means of optimizing reusable ureteroscope durability. METHODS: In September 2015 a prospective cohort study was conducted in six tertiary European reference centers. All consecutive patients included underwent double-J stent removal with Isirisâ ( Figure  1 ) and were 18 years or older. Success rate was defined by complete stent removal. Image quality, deflection, maneuverability and grasper functionality were rated with a Likert scale.
RESULTS: A total of 83 procedures were performed. 82% of procedures were performed in the endoscopy room while the others were in the operating room since a consecutive endourological intervention was planned. The median duration of stent implantation was 28 days [14; 60], Table 1 . In five patients, stent removal was not possible. Four patients had an incrusted double-J stent and in one patient the stent migrated into the ureter. After unsuccessful attempts of stent removal with conventional flexible cystoscope and grasper, the five patients had to be scheduled for an ureterorenoscopy procedure to remove the stent. In the other 78 patients all double-J stents were removed successfully. Image quality, deflection, maneuverability and grasper functionality were rated as "very good" in 72.3%, 78.3%, 72.3% and 73.5% respectively, Table 2. CONCLUSIONS: This multicenter clinical evaluation of Isirisâ displayed good image quality, active deflection, maneuverability and grasper functionality. Further evaluation of stent removal outcomes,
